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{C 000} Initial Comments {C 000}

Report by Paul Dixon

DHSR Construction Section conducted a Biennial 
Follow-Up Survey on September 10, 2015 from 
9:20 AM to 10:00 AM at the above referenced 
facility.  Not all previously cited deficiencies have 
been corrected; therefore further action is 
required.

 

{C 174} Building Equipment Maintained Safe, Operating

SECTION .0300 - THE BUILDING
10A NCAC 13G .0317 BUILDING SERVICE 
EQUIPMENT
(a)   The building and all fire safety, electrical, 
mechanical, and plumbing equipment in a family 
care home shall be maintained in a safe and 
operating condition.
(j)   This Rule shall apply to new and existing 
family care homes.

This Rule  is not met as evidenced by:

{C 174}

6.  Based on observation, the building exterior 
building components were not maintained 
operable

Findings include:
The gutters have holes rusted in the bottom, and 
they are coming loose from the house in places

09/10/2015-PD:  Based on observations during 
the Follow-up Survey, this has only been 
corrected in part.  The gutters have been 
re-attached to the home, but many still have 
holes in them.   Have the gutters repaired or 
replaced.  Provide the DHSR Construction 
section with copies of all invoices, work orders, 
receipts, photographs and any other supporting 
documentation concerning this repair.
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